Introduction
The International Classification of Primary Care (ICPC) was developed 15 years ago, and consequently reflects concepts and ideas from the early 1980s. 1 Research and experiences with ICPC in many countries have since led to new applications. At the same time, a shift in the interest for primary care can be observed, which is reflected in the new Institute of Medicine (IOM) definition: ' 'Primary care is the provision of integrated accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients and practising in the context of family and community." 2 This definition has been made operational by choosing the 'episode of care' as the appropriate unit of assessment. Episodes of care are distinguished from episodes of disease in a population. An episode of care is a health problem or disease from its first presentation to a health care provider to the completion of the last encounter for that same health problem or disease ( Figure I ). 3 Reasons for encounter, diagnoses and in-terventions form the core of an episode of care consisting of one or more encounters, including changes in their relations over time ('transitions'). An episode of care, consequently, refers to all care provided for a patient with a discrete disease or health problem. The 'large majority of personal health care needs', the degree of 'integration' of 'accessibility', and 'accountability' can be assessed when episodes of care are classified with ICPC in a computer-based patient record.
Developments in the last decade
Since its availability together with a manual for use in relevance studies (1985) , and its formal publication by Oxford University Press in 1987, 1 ICPC has become increasingly popular in the international community of family doctors. The classification has been translated into 19 languages and has been published as a book in several of these languages (Table I) . 4 " 12 The European Community funded a comparative study in nine countries which has emphasized that ICPC does allow primary care clinicians in different settings to structure patients' episodes of care over time with ICPC. 1314 In this study, characteristic epidemiological and clinical similarities and differences between the various sites were established. Also, the concept of reason for encounter proved to be an innovative and practical operationalization of the patients' perspective and his/her demand for care; the validity of the reason for encounter as it was coded by family doctors when compared with the patient's point of view after the encounter was consistently very high.
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" 17 The European study also resulted in a multilanguage layer of ICPC, the complete conversion structure between ICPC and ICD-10 and an Anatomic Therapeutic Chemical Classification Index (ATC)-compatible ICPC drug code, illustrated in Tables 2-4. "- 21 Also, a study concerning the use of functional status indicators in the framwork of ICPC was included, using an instrument developed by the World Organization of National Colleges, Academies and Academic Associations of General Practitioners/Family Physicians (WONCA).
-
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ICPC is by now the official classification system for family practice in several countries (Norway, The Netherlands, Finland), and in several other countries it is the preferred classification used in research. ICHPPC-2 nowadays has practically disappeared as a classification system; 23 and ICD-9, to which it is related, is now used mainly for reimbursement purposes, like in the USA. 2 *- 29 In British general practice, however, the READ nomenclature is in use in computer-based patient records; a conversion to ICPC is now being developed, but it will be some time before a reliable and authorized version is available. 30 The new International Glossary of Primary Care defines the content of family practice and gives rules to structure episodes with ICPC in order to allow epidemiological standard retrievals, and to make them comparable in different countries. 31 New inclusion criteria for the use of ICPC as a diagnostic classification are being developed by the WONCA Classification Committee using the conversion structure to ICD-10 as a nomenclature.
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- 32 ICPC applied in its recent form, allows optimal representation of the content and process in family practice including reimbursement and administrative requirements and offering a high specificity on the level of the individual patient.
New applications
As a consequence of these developments, the original three basic elements of encounters (reason for encounter, diagnosis and interventions) (Figure 1 ) have now been expanded into six different data entry options (i) The reason for encounter has been established to be a practical source of patient information, also useful for research and education. This will be illustrated by epidemiological data from the Dutch Transition project in the form of standard output, following the rules of the glossary.
33
- 36 'Cough' as a reason for encounter (Figure 3 ) allows the listing of the clinical probabilities of a certain diagnosis at the start and during follow-up of the episode, per standard sex/age group. This is illustrated by the top 10 diagnoses related to cough at the start and during follow-up for children 5-14 years old and men 65-74 years old (Tables 5 and  6 ), which show clinically important differences. The reverse procedure is equally relevant from a clinical point of view: what reasons for encounter were presented at the start and during follow-up of a diagnosis in each standard sex/age group? This is illustrated for the episode of 'acute bronchitis', of which incidences and prevalences are presented in Figure 4 . The reasons for encounter of the same groups are presented in Table 7 , together with data on comorbidity in Table 8 , which documents the clinical differences in far more detail than has until now been possible.
The use of reasons for encounter to estimate prior probabilities is clearly very useful; it is, however, limited by the uncertainty of how often cough, shortness of breath, fever, abnormal sputum or wheezing are in fact presented as a reason for encounter (Figure 2A) , and how often they are established by the physician during history taking and physical exam ( Figure 2C ). ICPC incorporates over 200 symptoms and complaints serving the classification of reasons for encounter and of clinical findings equally well. Both applications can be included in the encounter and episode structure of a computer-based patient record (Figure 2A and C). Together they especially allow better calculation of prior probabilities, while the difference between a symptom expressed by the patient as a reason for encounter, or established by the physician, is retained. (ii) Reasons for encounter in the form of symptoms, complaints or diagnoses should be distinguished explicitly from those in the form of requests for interventions such as a prescription, an x-ray, a referral, an advice, etc. Requests for a certain intervention are often followed by this intervention being performed: when patients ask for medication or a blood test, they often receive it. 17 Patients do indeed actively influence the content of care provided by family doctors and it is important to explicitly document this, also in order to obtain a better understanding of compliance. (iii) ICPC can distinguish between diagnostic and therapeutic interventions during the encounter ('intermediate': Figure 2E ) and those that will follow ('resulting': Figure 2F ). The difference between what has in fact been done by the family doctor at the time of the encounter and what is expected to follow is important for the analysis of utilization data, interdoctor variation and, once more, compliance. It also allows to better understand the shift from prior probabilities in the first encounter of an episode of care to the posterior probabilities during follow-up. In many countries, the specificity of the three-digit ICPC code to classify intermediate interventions appeared to be sufficient; resulting interventions, however, often need more specificity, especially when drugs are prescribed. For this reason, the use of the -50 code of ICPC (medication) is expanded into the ICPC drug code which is ATC-compatible (Table 4) . The same applies to the differentiation in the use of blood tests and odier investigations, but here no standard ICPC classifications for family practice are yet available. (iv)The complete conversion between ICPC and ICD-10 is a major innovation (Tables 2 and  3) . 1618 Good computer-based patient records need ICPC to structure the episode-oriented database-also for retrieval purposes or for the use of expert systems-while the specificity of the individual diagnostic labels requires a large nomenclature such as ICD-10. ICPC provides specific labels for the 'common episodes' (prevalence 1 per 1000 patients per year) in family practice, e.g. acute bronchitis, sprain of ankle, acne, pregnancy, migraine. On the level of the individual patients' problem list, however, the much higher specificity which is the result of the conversion between ICPC and ICD-10 allows an optimal description of his clinical problems. Table  3 illustrates the conversion structure between ICPC and ICD-10 both for relatively homogeneous classes (D98, D96) and for 'ragbags' (D97, D99). It is evident that, for example, the conversion between D98 and the underlying ICD-10 structure is important for the documentation of the actual problem of a patient with cholelithiasis. The conversion between D99 (peritonitis) and ICD-10 illustrates the necessity to include the highest level of specificity in a computer-based record. Evidendy, ICD-10 at the three-or four-digit level sometimes does not provide sufficient specificity, and it may be necessary to add more details to the description in the patient's record, such as 'left shoulder, 3 mm'. An example of a problem list (Table 9) illustrates that ICPC can be used to order patient data and to structure the database, at the same time allowing the use of ICD-10 together with free text in order to be as specific as necessary in daily practice. (v) The status of the episode in an encounter can be specified in two ways. Does the episode of care start during this encounter, does it already exist for some time, but is it for the first time that the episode shows up in the registration, or is it a follow-up encounter ( Figure 2D )? A good computer-based patient record warns the family doctor when he tries to enter a follow-up encounter for an episode that has not yet been established in the database or whenever he starts a new one in case an episode with the same tide already exists. This is, obviously, vital for the quality of day-to-day recording. While quality control in the handwritten record used to be very cumbersome, especially when it grew diicker and thicker over die years, a computer-based patient record wkh an explicit episode structure allows the instant assessment of data quality. Anodier important aspect of the status of an episode of care is whether or not die family doctor is certain that his diagnosis is correct (vi). The inclusion criteria of ICHPPC-2 (where available) have been adopted for use in ICPC in pop-up screens. The new definitions and inclusion criteria for ICPC as they are now being prepared by the WONCA Classification Committee will support this far better. Pop-up screens can be extended to signs, symptoms, objective findings, functional status assessment and other essential elements of the encounter that have to be recorded systematically to allow full documentation. (vi) The core of a computer-based patient record on the basis of ICPC is, preferably, language independent: this enhances die use of practice records for a comparison of data from different countries, and it supports the development of family medicine towards an internationally well developed profession with a well defined and empirically based frame of reference. The availability of ICPC in 19 languages and the growing number of translations of ICD-10 accompanied by alphabetical indexes will allow family doctors in many countries to incorporate a detailed language specific thesaurus in their system, at the same time using ICPC to systematically structure their records and the database in a more standardized way.
Discussion
Labelling health problems in family practice requires that the available labels reflect the characteristics of its domain: family medicine. 19 Classification systems do not primarily provide names but they provide a structure to order objects in classes according to established criteria. Identification of an object (like a diagnosis) requires a correct name (label). A nomenclature represents the professional jargon of medicine, and a thesaurus is a storehouse of knowledge like an encyclopaedia or computer tape with terms with a large index and synonyms." ICPC, on the other hand, reflects the characteristic distribution and content of health problems in primary care. The richness of medicine at the level of the individual patient needs a nomenclature and thesaurus which includes ICPC, ICD-10 and systems like ATC.
Over the years there have been frictions in the relation between the available primary care classifications (ICHPPC and ICPC) and the iterations of ICD because of conceptual and taxonomical problems. ICD-10, however, now provides a nomenclature of diseases recognized by the international medical community, that much less suffers from these problems. Although ICD-10 as such is not the most appropriate tool for a primary care classification, 19 -32 its conversion with ICPC as the ordering principle opens a royal route to good computer-based patient records allowing for the exchange of patient data with specialists and hospitals. 
